Persons with severe mental illnesses (SMI) often lack access to effective treatments. The authors describe the Implementing Evidence-Based Practices (EBPs) Project, designed to increase access for people with SMI to empirically supported interventions. The EBP Project aims to improve access through development of standardized implementation packages, created in collaboration with different stakeholders, including clinicians, consumers, family members, clinical supervisors, program leaders, and mental health authorities. The background and philosophy of the EBP Project are described, including the six EBPs identified for initial package development: collaborative psychopharmacology, assertive community treatment, family psychoeducation, supported employment, illness management and recovery skills, and integrated dual disorders treatment. The components of the implementation packages are described as well as the planned phases of the project. Improving access to EBPs for consumers with SMI may enhance outcomes in a cost-effective manner, helping them pursue their personal recovery goals with the support of professionals, family, and friends.
Research has documented effective mental health treatments for persons with severe mental illnesses ("consumers"), but these practices are not available to most consumers and their families. For example, in the Schizophrenia Patient Outcome Research Team (PORT) study conducted in two state mental health systems, consumers with a diagnosis of schizophrenia were unlikely to receive services shown in research to be effective (Lehman & Steinwachs, 1998) . Even standard medication practices supported by research were usually not followed, and as few as 10% received more complex interventions, such as supported employment or family psychoeducation. The problem of poor access to evidence-based practices (EBPs) for persons with severe mental illness has been cited by numerous reviewers of the literature (Drake, Goldman, et al., 2001 ) and was noted in the mental health report of the Surgeon General (U.S. Surgeon General, 2000) .
The Implementing EBPs Project is a national effort that was initiated to improve the quality of public mental health services by promoting interventions with strong empirical support. An important goal of the project is to develop packages of materials for consultation and training for mental health agencies, systems, and personnel that will enable them to implement EBPs in their settings and to document through research that typical mental health systems can use these packages to successfully adopt the services. In this article, we review the conceptual foundations of the Implementing EBPs Project and the steps taken thus far.
INITIAL PLANNING OF THE IMPLEMENTING EBPS PROJECT
A panel of mental health services researchers, consumers, family advocates, mental health clinicians, and administrators held a meeting in December 1998, sponsored by the Robert Wood Johnson Foundation, to discuss the need for a demonstration project that would enable the field to move beyond the findings of the PORT study to the implementation of EBPs in routine mental health care settings. Six EBPs were identified for adults with severe mental illness to be included in initial attempts to demonstrate implementation based on reviews of the research literature (discussed later in this article). The six practice areas are collaborative pharmacological treatment, assertive community treatment, family psychoeducation, supported employment, teaching illness management and recovery skills, and integrated dual disorders treatment for substance abuse and mental illness.
A tentative outline for the project was developed that included the creation of implementation packages for EBPs, a study to pilot the implementation packages and to modify them as needed, and a larger scale study to examine the success of disseminating the EBPs. Before describing the phases in more detail, we discuss the issue of how the specific EBPs were selected to be the initial focus of this project.
DEFINITION OF EBP
An EBP is an intervention for which there is strong research demonstrating effectiveness in assisting consumers to achieve outcomes. The highest standard of research design is the randomized clinical trial. When multiple randomized clinical trials have been conducted by different research groups and one intervention consistently outperforms others, a compelling argument can be made that the intervention is supported by the evidence and hence is an EBP. In some situations, studies with comparison groups that are not assigned by randomization constitute the best available research evidence, such as the quasiexperimental design. This may be the case when the intervention involves a team of treatment providers or an entire clinic and when randomization of clients to different treatment groups is difficult or impossible.
Strict rules for designating a practice as an EBP, such as those developed by the American Psychological Association (Chambless et al., 1998) , were not imposed in the Implementing EBPs Project; rather, panels of research scientists were asked to review controlled studies and to make explicit their criteria for evaluating the evidence pertaining to interventions, the review procedures, and their conclusions. Their findings are published in a series of articles in Psychiatric Services beginning in 2001.
PHASES OF THE IMPLEMENTING EBPS PROJECT
The Implementing EBPs Project is planned to take place in three phases over a 5-to 6-year period, as described below.
PHASE I: IMPLEMENTATION PACKAGE DEVELOPMENT
During Phase I (fall 2000 to spring 2002), the core principles and critical elements of each of the six EBPs were identified and guidelines for their implementation were being developed. Phase I included the development and production of comprehensive implementation packages to facilitate the adoption of EBPs in routine clinical settings. Each of these packages, described later, contains a variety of multimedia components designed to specify the critical ingredients of an EBP and to engage the different stakeholders in their implementation. Phase I also involved helping several states to develop implementation and training centers that will work with local sites using the implementation packages.
PHASE II: PILOT TESTING THE IMPLEMENTATION PACKAGES
Phase II (summer 2002 to summer 2004) entails a structured, multistate demonstration of EBP implementation using these packages. The goals are (a) to demonstrate that EBPs can be successfully implemented in routine practice settings using the packages, (b) to refine the implementation packages based on information gathered from pilot experiences, and (c) to learn more about the range of variables that facilitate or impede implementing practices in routine treatment settings.
PHASE III: NATIONAL DEMONSTRATION
Phase III will be a broad dissemination effort in which the modified implementation packages will be available to a larger number of service providers throughout the United States, along with recommendations for standardized training and consultation through state imple-mentation institutes concerning each EBP area. Research will focus on both evaluating the success of implementing EBPs and their effects on client outcomes.
IMPLEMENTING EBPS PROJECT PHILOSOPHY
Phase I of the project rested on two philosophical tenets. First, mental health services for persons with severe mental illnesses should have the goal of helping them return to high-quality, functional lives to the greatest extent possible. In other words, services should aim not only at helping consumers stay out of the hospital and reducing or stabilizing their symptoms but also to help them to pursue their own personal goals. Research supports the view that persons with severe mental illnesses can be successful in pursuing typical adult roles . The commitment to helping consumers move ahead with their lives and pursue their individual goals rather than just to attain clinical stability is often described as a "recovery" process (Anthony, 1993 (Anthony, , 2000 Mead & Copeland, 2000; Torrey & Wyzik, 2000) . To ensure that services are oriented toward the goals of persons with severe mental illness, consumers, family members, and practitioners have been involved in every stage of the project, particularly in the development and review of implementation packages.
The second commitment is to the proposition that consumers have a right to obtain effective treatments for their disorders. Although six EBPs were identified in the initial reviews of the literature, it is expected that the evidence base supporting additional services will continue to grow and that new EBPs will be added to the list.
THE IMPLEMENTATION APPROACH
Research has shown that disseminating practice guidelines to practitioners alone does not change practice (Greco & Eisenberg, 1993; Lomas, 1991; Lomas et al., 1989) . Implementation strategies must be more comprehensive and must address all stakeholders. Therefore, Phase I includes the production of complementary educational materials for consultation, training, and implementation geared to the major stakeholders in the mental health system: consumers, family members or other supporters, practitioners, supervisors, program leaders at the community mental health centers, and state or county public mental health authorities. The implementation approach is informed by three complementary sources: (a) research on efforts to change practice in health care, (b) the findings of focus groups with different sets of stakeholders, and (c) the practical experience of mental health services researchers who have implemented a range of mental health practices in demonstration programs (Torrey et al., 2001) .
Research on technology transfer has identified four fundamental conditions that must be met for change to occur at the individual or system level: dissemination of knowledge, evaluation of programmatic impact, availability of resources, and efforts to address the human dynamics of change (Backer, David, & Soucy, 1995) . Research on change in health care has consistently shown that educational efforts alone do not strongly influence healthcare provider practice behaviors (D. A. . A combination of factors, including consumer demand for services, financial incentives and penalties, administrative rules and regulations, and feedback on practice patterns, strongly affect practice behaviors (Davis, Wells, et al., 1995; Greco & Eisenberg, 1993; Hanley, Stuart, & Kirz, 1994) . The greater the number of these elements that can be marshaled to support change and reduce resistance, the more likely that practice improvements will occur (Hanley et al., 1994) . The intensity of effort appears directly related to success in studies of practice change (D. A. Davis, Thomson, Oxman, & Haynes, 1992; Schulberg, Katon, Simon, & Rush, 1998) . Furthermore, complicated changes, such as the implementation of EBPs, require greater intensity than effecting a simple change, such as getting a doctor to change a single prescription pattern (D. A. Davis et al., 1992; E. M. Rogers, 1995) .
Behavior theorists suggest that behavior changes when intention to change is combined with the necessary skills and the absence of environmental constraints (Fishbein, 1995) . Green's model (Green & Krueter, 1991) prescribes predisposing or disseminating strategies (i.e., educational events or written material), enabling methods (i.e., practice guidelines and decision support), and reinforcing strategies (i.e., feedback and reminders) (D. A. Davis et al., 1992; Dietrich, Sox, Carney, Winchell, & Brown-McKinney, 1997) . Successful efforts, for example, actively engage clinicians with a simple, credible message to motivate them to change, teach them how to change, help them to eliminate barriers to change, and provide follow-ups to reinforce the message (Soumerai, 1998; Soumerai & Avorn, 1990) .
Implementation efforts are most effective when they address the specific needs and concerns of target providers (Grimshaw & Russell, 1993; Soumerai & Avorn, 1990) . For example, because frontline practitioners constitute one of the target groups, several focus groups were conducted with a variety of mental health center practitioners (case managers, vocational specialists, psychiatrists, and therapists) to ascertain their views of what factors motivate them to change, how they learn new practices, and what they perceive as barriers to change. Practitioners indicated that, first, they want to be convinced that the practice is worth learning; second, they learn new practices best through observation, training, and written materials; and, third, practices remain in place only when they are reinforced over time. Thus, the three stages of motivating, enacting, and sustaining program change are viewed as essential.
The values and goals of each stakeholder group must be considered if that group is to be engaged in the implementation effort. Therefore, the implementation package must tailor its message to match the intended recipient. For example, research findings and economic arguments often convince administrators to adopt an EBP, but many practitioners report that they are more convinced by compelling vignettes, impressions of the practice seen in action, opportunities to hear from other practitioners who are using the practice, and a practice ideology or theory that resonates with their values and experiences as providers (Torrey et al., 2001 ).
EBPS FOR PERSONS WITH SEVERE MENTAL ILLNESSES
As described earlier, a Robert Wood Johnson Foundation consensus panel of mental health services researchers, including members of the Schizophrenia PORT group, mental health advocates, and mental health directors, in late 1998 identified six areas of practice that are strongly supported by empirical research. We briefly review these areas below. For each EBP, we briefly describe the importance of the area addressed by intervention, followed by a description of it and then research supporting it.
COLLABORATIVE PSYCHOPHARMACOLOGY
The psychiatric symptoms of major psychiatric disorders, including mood problems, thought disorder and impaired cognitive processes, hallucinations, and decreased motivation and initiative have a profound impact on consumers'subjective satisfaction and enjoyment of life as well as numerous functional consequences. Decreasing the severity of symptoms as well as the frequency of relapses is a fundamental component of effective treatment for severe mental illness. Pharmacological intervention is the mainstay of treatment for severe mental illnesses, including schizophrenia, schizoaffective disorder, bipolar disorder, and major depression, with hundreds of controlled, double-blind studies documenting their effectiveness in reducing symptoms and preventing relapses (Schatzberg & Nemeroff, 1998) . Indeed, the evidence supporting the beneficial effects of medication for severe mental illness far outstrips all other interventions. Ample research documents the effectiveness of medications for both treating the primary psychiatric disorder (e.g., antipsychotic medications for consumers with schizophrenia) as well as for secondary syndromes (e.g., adjunctive antidepressants for consumers with schizophrenia and secondary depression). Although medications are clearly effective, research also provides some guidance concerning the appropriate dosage ranges most likely to be effective, time course for therapeutic response and dosage titration, identification and management of side effects, and methods for the treatment of refractory symptoms (e.g., combinations of medications).
Because of the complexity of pharmacological treatment for severe mental illness and the rapid and continuing growth in the field as new medications are developed and tested, a recent trend in standardizing EBPs in this area has been to establish algorithms for prescribing medications based on research (Rush et al., 1999) . Many of these recom-mendations require adding expert clinical consensus to the scientific evidence from clinical trials. For the EBP project, implementation procedures for collaborative pharmacological treatment have been developed that include a standard approach to documenting and monitoring symptoms and side effects, guidelines for systematically making decisions about medications, and engaging consumers in shared decision making about medication-related decisions whenever possible.
ASSERTIVE COMMUNITY TREATMENT
The deinstitutionalization of persons with severe mental illness beginning in the 1950s and the development of the community mental health system in the 1960s led to a new problem as consumers with the most persistent disorders had difficulty obtaining the services they needed, including medications, finances, housing, and access to rehabilitation (Grob, 1994; Johnson, 1990) . Poor access to needed services, which were originally intended to be provided by case managers at local community mental health centers, led to negative and costly outcomes, including frequent relapses and rehospitalizations (Fisher, Geller, Altaffer, & Bennett, 1992; Harris & Bergman, 1984) . To address this problem, a new approach to case management was developed in the 1970s that involved providing most psychiatric services to consumers in their own natural living environments rather than at the clinic Weisbrod, Test, & Stein, 1980) . This approach, the assertive community treatment (ACT) model, is distinguished from clinical or brokered case management approaches with respect to its low caseload size (typically 10 consumers per clinician in ACT compared to 30 or more in traditional case management), provision of services in consumers' natural living settings, direct provision of services (rather than brokering of services to other providers), 24-hour coverage, and the sharing of caseloads across clinicians within a team (rather than case managers having their own caseloads) (Allness & Knoedler, 1998; Stein & Santos, 1998) .
The ACT model has been extensively evaluated, with more than 30 controlled studies of its effectiveness (Bond, Drake, Mueser, & Lati-mer, 2001; Latimer, 1999; Mueser, Bond, Drake, & Resnick, 1998; Phillips et al., 2001) . Research shows that ACT is effective at reducing hospitalizations, stabilizing housing in the community, reducing symptom severity, improving quality of life, and lowering overall treatment costs. ACT services have typically been reserved for consumers with severe mental illness and a recent history of frequent or long-term hospitalizations or extremely impaired psychosocial functioning requiring daily assistance to live in the community. Research indicates that ACT is most beneficial for this subgroup of consumers and not the entire population of consumers with severe mental illness (Rosenheck, Neale, Leaf, Milstein, & Frisman, 1995) . Although ACT was originally conceived as a service that would be required for eligible consumers for their life (Rosenheck et al., 1995) , there is evidence that consumers who make significant gains in their capacity for independent living can be successfully transitioned to less intensive case management services (Salyers, Masterton, Fekete, Picone, & Bond, 1998) .
FAMILY PSYCHOEDUCATION
In the wake of deinstitutionalization, there has been a growing awareness of the importance of the family for the care of persons with severe mental illnesses. Between 25% and 60% of consumers with severe mental illnesses live at home (Goldman, 1984; Mueser et al., 2000; Talbott, 1990) , and many others maintain contact with relatives. Family services for persons with severe mental illnesses have been developed in response to several trends and pressures. First, caring for a person with severe mental illnesses has a high cost for relatives, both financially and personally, and it is important to reduce this cost of care on relatives (Baronet, 1999; Hatfield & Lefley, 1987 , 1993 . Second, extensive research shows that a negative emotional climate in families is related to a more severe course of psychiatric illness (Butzlaff & Hooley, 1998) . Third, families have advocated for more involvement in the treatment of their relatives with a psychiatric illness (Lefley & Johnson, 1990; Marsh, 1998) , and psychoeducation represents an important step towards facilitating this collaboration.
A variety of different models of family intervention have been developed over the past two decades (Anderson, Reiss, & Hogarty, 1986; Barrowclough & Tarrier, 1992; Falloon, Boyd, & McGill, 1984; Kuipers, Leff, & Lam, 1992; McFarlane, 1990; Miklowitz & Goldstein, 1997; Mueser & Glynn, 1999) . Models of family interventions differ in their format (e.g., multiple family vs. single family sessions), theoretical orientation (e.g., cognitive-behavioral, broadbased supportive, modified family systems), duration of treatment (e.g., time-limited or unlimited), and locus of services (clinic-or home-based). Despite the many differences between models, effective family programs share many features. These programs usually last for at least 6 months, provide information to families about the psychiatric illness and its management, strive to decrease tension and stress in the family, give social support and empathy, focus on improving the future (rather than exploring the past), improve functioning in all family members (not just the consumer), and seek to form a collaborative relationship between the treatment team and family.
Reviews of controlled research on short-term family psychoeducational programs indicate improvements in knowledge and family burden but limited impact on the severity or course of the psychiatric disorder (Baucom, Shoham, Mueser, Daiuto, & Stickle, 1998; Pitschel-Walz, Leucht, Bäuml, Kissling, & Engel, 2001 ). Numerous randomized clinical trials have shown that longer term family intervention programs (more than 6 months) for schizophrenia have a significant effect on reducing rates of relapse and rehospitalization over 2 and even more years Pitschel-Walz et al., 2001) . Although the results are mixed, the available research also suggests benefits of family treatment for schizophrenia in terms of the quality of family relationships. Although the preponderance of studies has evaluated family treatment for schizophrenia, several controlled studies support the effects of family intervention for other psychiatric disorders, including three studies for bipolar disorder (Clarkin, Carpenter, Hull, Wilner, & Glick, 1998; Miklowitz et al., 2000; Rea et al., in press ) and four studies for major depression (Emmanuels-Zuurveen & Emmelkamp, 1996 Jacobson, Dobson, Fruzzetti, Schmaling, & Salusky, 1991; O'Leary & Beach, 1990) .
SUPPORTED EMPLOYMENT
The majority of consumers with severe mental illnesses desire competitive employment as one of their top goals (Mueser, Salyers, & Mueser, 2001; Rogers, Walsh, Masotta, & Danley, 1991) . Furthermore, work is a critical determinant of someone's identification and worth as a person in Western society (Farina, 1998) , and evidence suggests that perceptions of stigma are lower in employed consumers compared to unemployed consumers (Link, Cullen, Frank, & Wozniak, 1987; Link, Cullen, Mirotznik, & Struening, 1992) . However, traditional vocational rehabilitation programs have generally failed to increase the rate of competitive employment for this population (Anthony & Blanch, 1987; Bond, 1992) . Supported employment programs for persons with severe mental illness have emerged over the past decade as an alternative approach to improving the vocational outcomes of consumers who want competitive work.
Supported employment refers to vocational services based on helping clients rapidly acquire competitive jobs paying competitive wages in integrated community settings working alongside nondisabled workers and providing ongoing supports to facilitate success on the job or a smooth transition to another job. Supported employment approaches are in contrast to traditional vocational services that use extensive preemployment experiences, such as assessment, skills training, counseling, sheltered work experiences, and work trials, prior to placement in a competitive job. Individuals tend to become stalled in these prevocational experiences and never make the transition to competitive employment.
The use of supported employment approaches in mental health is relatively new, but studies consistently support its effectiveness. In a review of seven controlled studies, Bond and colleagues (Bond, Drake, Mueser, & Becker, 1997) found that supported employment programs consistently showed superior levels of competitive employment, with an average of 58% of consumers receiving supported employment obtaining work compared to 21% of consumers receiving traditional vocational approaches. As expected, consumers who received supported employment also worked more hours and earned more wages. Empirical support exists for several principles of supported employment, such as rapid job search, integrating vocational and clinical services, and helping consumers to obtain jobs that match individual preferences (Bond, 1998) . A more recent review of controlled research on supported employment echoed the conclusions of the earlier review (Bond, Becker, et al., 2001 ).
ILLNESS MANAGEMENT AND RECOVERY
Dependence on others for the management of one's psychiatric illness, for getting basic needs met, and for advocating for one's goals and desires are cardinal features of severe mental illness. In the past, clinicians working with persons with severe mental illness assumed that consumers were incapable of becoming active participants in directing their own treatment. Spurred by the psychiatric consumer self-advocacy movement (Carling, 1995; Chamberlin, 1978; Deegan, 1992) , and the trend toward shared decision making in the medical field (Wennberg, 1988) , the mental health field has begun to challenge the notion that consumers should be passive recipients of treatment and to engage consumers more actively in defining their own desired outcomes.
Within the mental health consumer movement, the concept of recovery has been evoked to provide hope and a positive outlook on mental illness. According to Anthony (1993) , "recovery involves the development of new meaning and purpose in one's life as one grows beyond the catastrophic effects of mental illness" (p. 15). Recovery refers not only to short-and long-term relief from symptoms but to social success and personal accomplishment in areas defined as important by consumers themselves (Deegan, 1988; Fisher, 1992; Leete, 1989) .
Broadly speaking, illness management and recovery are aimed at helping consumers acquire the information and skills needed to collaborate effectively with professionals and significant others in their treatment, to minimize the effects of the mental illness on their lives, and to be able to pursue personally meaningful goals. A variety of methods are aimed at helping consumers deal more effectively with their disorder, including psychoeducation about mental illness and its treatment, teaching strategies that promote effective use of medication, developing relapse prevention skills, and improving methods for coping with symptoms. Additional techniques that can be subsumed under the broad category of illness management and recovery include social skills training to address social dysfunction and cognitive therapy for psychosis. Because of the number and scope of interventions included in this broad category, the implementation package for this EBP will focus on the more narrow group of practices aimed at educating consumers about mental illness and its treatment and helping them to use medications effectively, prevent relapses, and reduce or cope with symptoms. However, we briefly review here all of the empirically supported interventions under the broader topic of illness management and recovery.
A recent review examined the effectiveness of different strategies for helping consumers learn about their mental illness, deal with medication issues, prevent relapses, and cope with symptoms (Mueser et al., 2002) . More than 25 controlled studies have been conducted in this area, some addressing the effects of specific techniques aimed at rectifying specific outcomes (e.g., teaching relapse prevention skills) and others evaluating the effectiveness of comprehensive illness management programs that include a variety of methods and measure multiple outcomes. Several conclusions emerged from this review. First, psychoeducational methods were effective at improving consumers' knowledge of mental illness but did not tend to affect other outcomes. Second, cognitive-behavioral strategies were effective at helping consumers who choose to take medication incorporate it into their daily routines. Third, consumers were able to learn how to identify and respond to the early warning signs of relapse, thereby preventing relapses and rehospitalizations. Fourth, cognitive-behavioral approaches were successful in helping consumers develop more effective strategies for coping with symptoms, leading to decreases in symptom severity and distress.
Social skills training for improving interpersonal competence has a long history in the treatment of a wide variety of psychiatric disorders as well as numerous applications in the general nonpsychiatric population (Mueser, 1998) . Skills training involves systematically teaching new skills to consumers through the application of social learning procedures, including modeling, role playing, positive and corrective feedback, and programmed generalization to practice skills in real-life situations (Bellack, Mueser, Gingerich, & Agresta, 1997; Liberman, DeRisi, & Mueser, 1989) . Both narrative and metaanalytic reviews of research on skills training converge on the conclusion that the primary effect of training is on improving social functioning of consumers, including social relationships, leisure and recreation, and self-care skills (Dilk & Bond, 1996; Heinssen, Liberman, & Kopelowicz, 2000; Smith, Bellack, & Liberman, 1996) .
Cognitive therapy, which was originally developed for the treatment of depression and then adapted for anxiety disorders (Beck, Emery, & Greenberg, 1985; Beck, Rush, Shaw, & Emery, 1979) , has more recently been successfully applied to the treatment of persistent psychotic symptoms. Cognitive therapy involves helping consumers evaluate the evidence supporting their delusional beliefs, to test out their beliefs in "behavioral experiments," and to formulate alternative, more viable explanations when faced with evidence that is inconsistent with their convictions (Chadwick & Birchwood, 1994; Fowler, Garety, & Kuipers, 1995; Kingdon & Turkington, 1994) . Multiple controlled clinical trials have shown that cognitive therapy is effective at reducing the severity of psychotic symptoms as well as distress, with some studies suggesting decreases in psychiatric service use (Beck & Rector, 2000; Gould, Mueser, Bolton, Mays, & Goff, 2001; Haddock et al., 1998) .
INTEGRATED DUAL DISORDERS TREATMENT
Since the early 1980s, it has been apparent that substance use disorder is the most common and clinically significant comorbidity among persons with severe mental illnesses (Mueser, Bellack, & Blanchard, 1992) . Consumers with dual disorders are at higher risk for negative outcomes, such as homelessness, violence, incarceration, higher rates of relapse, hospitalization, and serious infections such as HIV and hepatitis (Drake & Brunette, 1998; Drake, Mueser, Clark, & Wallach, 1996) . They rarely fit into the traditional parallel mental health and substance abuse treatment systems; instead, they tend to be extruded from or to drop out of services and continue to experience poor outcomes (Ridgely, Goldman, & Willenbring, 1990) . To address the problem of substance abuse in persons with severe mental illness and to avoid the problems associated with treatment in separate systems, integrated dual disorders treatment models were developed.
Integrated treatment is defined as an intervention in which the same clinicians treat both disorders simultaneously. For the past 15 years, extensive efforts have been made to develop integrated models for individuals with dual disorders (Carey, 1996; Drake, Antosca, Noordsy, Bartels, & Osher, 1991; Minkoff, 1991; Mueser, Drake, & Noordsy, 1998; Ziedonis & Fisher, 1996) . Most of the current models integrate services comprehensively and include counseling for both disorders as well as case management, medications, housing, vocational rehabilitation, and family intervention. In addition, most programs use assertive outreach to engage clients in treatment, motivation-based interventions that recognize the motivational stages through which people progress in the process of changing addictive behaviors (Prochaska, DiClemente, & Norcross, 1992) , and take a long-term perspective by recognizing that both mental illness and substance abuse are often persistent or relapsing disorders.
Multiple studies have been conducted evaluating the effects of integrated dual disorder programs, with more than six controlled clinical trials (Drake, Essock, et al., 2001; Drake, Mercer-McFadden, Mueser, McHugo, & Bond, 1998) . Overall, the research indicates that comprehensive integrated treatment programs are effective. The most prominent effect of integrated treatment is on the reduction of substance abuse. As substance abuse is associated with a range of negative outcomes, remission of substance use disorder has been found to be correlated with improved functioning in other areas, including stable housing in the community and fewer relapses.
COMPONENTS OF EBP IMPLEMENTATION PACKAGES
The primary work involved in Phase I of the Implementing EBPs Project was the development of implementation packages to facilitate ability of community mental health settings to provide the six EBPs. Each implementation package was being developed by a team including multiple stakeholders (researchers, clinicians, program managers and administrators, consumers, family members). Review panels, also comprised of different stakeholders, reviewed the materials developed by the six EBP teams to ensure consistency of presentation and attention to the various perspectives of the different constituencies.
The materials provided in each implementation package include engagement information for each of the stakeholder groups, educational and training materials, and implementation recommendations for practitioners, agencies, and mental health systems. Documents oriented toward specific stakeholder groups are either written by the stakeholders or in close collaboration with them. We describe below the components that are included in each EBP implementation package.
Each implementation package includes consultation, training, and resource materials. The implementation materials include a general introduction and advice on how to use the material, a Web site, reference information sheets about the practice for each stakeholder group, implementation tips for mental health authority administrators and mental health provider organization program leaders, workbooks for practitioners and their clinical supervisors, introductory videos, training videos, fidelity measures, and outcomes measures. The materials will be supported by complementary consultation and training packages.
The general template for the consultation and training is as follows:
1. Initial administrative consultation with state mental health authorities will be provided by the National Association of State Mental Health program directors. This consultation will focus on policy issues, such as using financing, regulatory, and contracting mechanisms to support the implementation of specific EBPs. 2. Simultaneously, implementation institute staff in each state will begin a longitudinal consultation with the leaders of participating programs. The goals of this consultation will be to help plan and support each program with the organizational, financing, training, supervisory, medical records, credentialing, and other strategies to implement EBPs. 3. Initial training by implementation institute staff is designed to engage clinicians, families, and consumers in the process of implementation, to get their ideas about how to implement the EBP successfully at their site, and to introduce the use of the implementation package materials. 4. Longitudinal training of the practitioners who will actually implement a particular EBP will begin with 2 days of didactics and discussion and evolve into regular visits and weekly telephone supervision by institute staff. Visits will occur once per month for the first 6 months and be tapered and stopped over the next 6 months. The visits and telephone calls will be used for consultation, training, and supervision. They will be phased out as the local program leader learns to provide the ongoing supervision.
SUMMARY AND CONCLUSIONS
Mental health researchers and policy makers are acutely aware that effective practice models for services for persons with severe mental illness exist but are rarely available to the consumers who need them in routine treatment settings. The Implementing EBPs Project seeks to bridge this gap through the development of implementation materials for the different EBPs and the creation of standardized complementary training and consultation programs for mental health centers. By creating user-friendly materials and training methods for implementing EBPs and by targeting the broad range of different stakeholders involved in providing and receiving mental health services, the Implementing EBPs Project aims to develop an effective model for disseminating treatment practices that have been shown to work by research.
Consumers, relatives, and other concerned persons have good reasons to be optimistic about the future of public mental health services for severe mental illness. Improved access to existing EBPs, as well as access to new EBPs as they are developed, is expected to translate into better outcomes and the most cost-efficient use of mental health services. Such progress bodes well for improving the quality of services for consumers, facilitating their journey of recovery.
